He emphasized the fact that no cyanosis should be present and the young patient should be kept a nice pink colour the whole time. He also added that the quantity of ether used even in a long operation of an hour's duration probably would not exceed four teaspoonfuls.
Mr. T. TWISTINGTON HIGGINS, speaking from the surgical point of view, congratulated the Section upon its decision to devote an evening to this discussion, because he felt that, in children's surgery, the administration of the anaesthetic and all it involved, called for a degree of skill and experience comparable to that required for the actual performance of the operation. The child differed fundamentally from the adult in his make-up and in his reactions, and these fundamental differences must be appreciated and catered for in all that pertained to the anmesthetic if the best results were to be ensured. The growing tissues of the child were less resistant to infections and more susceptible to trauma, and for these reasons children's surgery demanded a degree of delicate dexterity and detailed technique, which made it quite a distinctive branch of the parent art. In the same way the delicately balanced metabolism of the child was more readily upset by mental and dietetic disturbances and the tissues were more vulnerable to toxic bodies, among which anaesthetics must be counted. Taking all these points into consideration, therefore, the anaesthetist shared with the surgeon a special responsibility in the surgical procedures of childhood. The two must understand each other and their common problem. He heartily endorsed all that had been said by the opener of the discussion in regard to the preparation and general management of the child. The method he .had outlined showed that the modern anesthetist recognized that his responsibility ceased-not when his patient left the operating table, but only when the effects of his anesthetic on the patient's tissues had finally passed away.
Considering the individual anasthetics in use, he subscribed heartily to the condemnation of chloroform. He had no hesitation in saying that practically every true anesthetic disaster he had seen had been due either to chloroform or to " light anwesthesia"; usually a combination of the two. He regarded ether as the anaesthetic of choice for general purposes. N20 and oxygen had helped greatly in the class of case which Dr. Sington had indicated. He was quite satisfied that it had been an important factor in improving the results of the Rammstedt operations for pyloric stenosis in infants. These cases were specially unsuited to ether or chloroform as the infant was a starved subject with a highlv vulnerable liver-cell. In two of his early cases anwesthetized with ether, Dr. Donald Paterson had demonstrated the fatty changes in the liver at the subsequent post-mortem examinations. Since that time he had always employed either local anesthesia or N20 and oxygen, and of these, the latter was, in his opinion, far the better.
He asked whether there were any lines along which they might hope for the advent of further improvements in the administration of anaesthetics to children. He supposed they might visualize the ideal anaesthetic as one which inflicted no psychical injury, exerted no toxic effect upon the body tissues and which provided the surgeon with the precise anesthesia which he required.
The psychical aspect, which had been emphasized by the opener of the discussion, was unquestionably of the greatest importance in the child. A rude mental shock inflicted at a tender age might have a more far-reaching effect than was commonly understood. Every buffer that the anesthetist could devise was eminently desirable. For this reason he had welcomed the preliminary use of ethyl chloride as described by Dr. Sington. He was convinced that the well-nigh instantaneous loss of consciousness induced thereby was of the greatest advantage to the child. He had been impressed by the rapidity and simplicity of recovery in the cases in which the ethyl chloride-ether sequence had been employed.
With regard to the toxicity question, preliminary preparation, the abolition of starvation and purgatives, the giving of glucose and alkalies, &c., had certainly cut down the risks in this direction, but it seemed to him that efforts such as those described by Mackenzie Wallis and Hewer, to produce a really non-toxic anaesthetic were all valuable, especially in the case of children.
In considering the possibility of improved methods of administration in individual cases, he felt that there were certain operations in which surgeon and anaesthetist might still be more mutually comfortable. He had in mind operations on the brain, neck, mouth (cleft palate, &c.), larynx (laryngeal papillomata), and the chest. Intratracheal or rectal anaesthesia seemed to him to be indicated in many such cases, but he realized that the technical difficulties must be great in the case of young children.
Mr. A. T. PITTS
said that he would discuss the subject from the point of view of a dental surgeon. He endorsed Dr. Sington's remarks as to the usefulness of ethyl chloride for dental operations on children. He had been associated with Great Ormond Street Hospital for nearly twenty years and during the whole of that time only ethyl chloride had been used in the dental department, without a fatality occurring. With this anaesthetic it was possible to get from two to three minutes' good anmesthesia, which gave the dentist adequate time to carry out all extractions required. In his experience, it was impossible to do this with nitrous oxide, which only gave a very brief period of unconsciousness in young children. In institutional practice ethyl chloride was undoubtedly the ideal ancsthetic for dental operations in children. In private practice, with fewer patients. it was possible to use nitrous oxide with success. But even here, unless the extractions were only likely to take a few seconds, he considered that ethyl chloride was preferable.
Dr. W. J. MCCARDIE said that when he administered ethyl chloride he always added ether, and that the addition of a small amount of ether not only promoted safety, but increased the depth and prolonged the period of antnsthesia. He employed the closed method with the use of Ormsby's inhaler together with an enlarged bag.
How did Dr. Sington treat the obstreperous child, especially if the open method of induction were used ? He himself in such cases preferred rapid induction, by means of Ormsby's inhaler, with ethyl chloride and ether. Also what preliminary sedatives, if any, were administered ?
He did not agree with Dr. Sington's absolute objection to chloroform, and believed that in certain operations of delicacy, e.g., those undertaken for squint, certain brain and mastoid operations, chloroform alone, or in mixture, was advantageous, and indeed, necessary. In most of these operations a light anesthesia was sufficient and was reasonably safe. Gas-and-oxygen ancesthesia was in most cases a misnomer, as would appear from the accounts read. In abdominal work, at any rate, the ancesthesia indicated seemed to be rather under ether diluted with gas than under gas deepened by ether. He (Dr. McCardie) said he did not see the advantage of placing gauze under the face-piece, and that he believed that the old-fashioned leather face-piece was the best type. He would like to know whether administration of ethyl chloride was taught the dental students and was countenanced by dental authorities in the case of dental surgeons and dentists. For dental work in children under seven or eight years of age he administered ethyl chloride in addition to ether by the closed method, and gas by the nasal method for those older.
